APPLICATION FOR DONATION OF HEARING AIDS
Practitioner Name:    	 
Practice Name:    	 
Address:	 
City:                                                                                            State: :                                                   Zip Code:   	 
Phone                                                                                       Cell Phone:  	 
Email Address:___________________________________________________________________________________________
Patient or Project Name:    	 
Sponsoring Organization:    	                                                                                                                                                                                                   
Organization Website/Tax ID #:     	 
Brief summary of the organization’s mission and source of funding:     	
_______________________________________________________________________________________
_______________________________________________________________________________________
_______________________________________________________________________________________
Please summarize the basis of your request:     	
_______________________________________________________________________________________
_______________________________________________________________________________________
_______________________________________________________________________________________
Who will benefit from this donation: __________________________________________________________________________
_______________________________________________________________________________________
Hearing instruments requested* (number & type-BTE, BTE-P, SP, UP): _____________________________________
_______________________________________________________________________________________   
* By submitting this application, you agree that any unused hearing instruments will be returned to the Oticon Hearing Foundation if not used for a mission within one calendar year from receipt and will never be resold 
Will you or a licensed hearing care professional personally dispense/fit the hearing instruments? _____________________ 
If not, list the name(s) and professional affiliation of the practitioner(s) who will fit and dispense the instruments:
_______________________________________________________________________________________
_______________________________________________________________________________________
_______________________________________________________________________________________
Do you and any licensed hearing care professional noted above agree to not charge a fitting or professional fee in conjunction 
with the donated instruments for minimum one calendar year from receipt? _________________________________________
Date donation is needed:    _________________________________________________________________________________
Mission date: ____________________________________________________________________________________________



Please indicate any other groups that you have applied to for donations for this project: ___________________________
_______________________________________________________________________________________


Please describe the measures in place to ensure the sustainability of this donation, including what measures will be in place to ensure that hearing care is available to donation recipients on an annual basis, at minimum: _____________________________
_______________________________________________________________________________________
_______________________________________________________________________________________
_______________________________________________________________________________________

Shipping Address for donated hearing instruments: ______________________________________________________________
________________________________________________________________________________________________________
_______________________________________________________________________________________________________

Please note: All donation applications submitted by individuals or organizations that do not qualify for 501(c)(3) tax-exempt status, must be accompanied by the enclosed Financial Hardship Attestation. 
I acknowledge that all information contained in this application is true and complete to the best of my knowledge. By submitting this application, I understand that any Oticon Hearing Foundation donations are contingent on my completion of all required forms and compliance with all applicable policies. 
	By:
	

	Name:
	

	Title:
	

	Date:
	





Donation requests should be sent to info@oticonhearingfoundation.org no less than 90 days prior to mission start date. 






Financial Hardship Attestation*


	I, ______________________, am a patient of __________________________________ 
	                (Name)					(Provider Name)

(“Provider”).  I hereby represent and warrant as follows:
1. After an examination, Provider has determined that I have an aidable hearing loss and prescribed hearing aids.  
2. Due to my current financial situation, I am experiencing a financial hardship and cannot afford hearing aids.  
3. I do not have any insurance which would cover (in part or in whole), the cost of hearing aids.
I certify that the foregoing statements are true and accurate.

______________________________________
                          (Signature)


______________________________________
                          (Date)





*This Financial Hardship Attestation must accompany all donation applications submitted by individuals or organizations that do not qualify for 501(c)(3) tax-exempt status.
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